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This paper is. organized in ‘tao parts.’ The first section a brieFly covers : 


. 


. the issues that snexne in attempting , to develop alternatives to, Anstitut ionglization; 
“s 1 


_ whereas, the second, part ‘reviews some of the community a Satch 5, et 


- 


are designed to "pened residential choice for the elderly the mentally 


_ disabled adult. ‘ahi focus 2. on “interventions with adults and ‘erctudes 


ar community alternatives vo/children. By dealing with two different populations 


’ 


( in one pdper, the author does not, mean to suggest either’ that the elderly and 


‘. mentally disabled aré one: and'the same or that they share tHe same needs. 
. & . e ‘. : ° : : a's 
Typically, the greatest: needs for many of the mentally disabled revolved 


_around emotional support... On the other hand, ‘because of degenerative procgsses,/ 


many elderly pergons’ ‘needs are physical in nature. However,’ the author's a 
~ Pe 
perspective, Grich is reflected in the paper, is toward a holistic approach t 


Ld 


‘when dealing with the needs of either population. 


By’ the most recent estimates, millions of Americans (a) wepertenne mental ¢ 


7. 


- disabilities (a, térm‘used to, Reseed be both mental illness and mental retardation) 


and (b) enter, dennty in, or oe and paventex public, mental inettentions and 


nursing tomes. 


¢. At the outset, it is important to bear in mind two facts about 


e i ‘ > 
at nealiaatian which run contrary to popular belief: a % 
* é ¢ 
: €. 


ly, Sis Senate, Sehenaa tein on Lang Term Care of the Special Committee on * 


Aging, Nursing Home Care in the United States: Failure in Public Policy, 93rd 
‘Cong., 2d Sess, No. 13059, 1974. 


. 


Dricmie: homes rebate to skilled nursing facilities (SNF6), intermediate 
care facilities (ICFs), and re neues for the aged. . 


~ 


_ vit 


/ 


in their own homes or live in settings that: offer er ee independence sid 


~ (1), Only percent of the elderl are in institutions.” 
(2) Many persons in institutions have been there before, Fiffy-four 


' pe cent of theve in public-mental institutions aes passed through 
these revolving doors before; twenty-eight candenk of the site 
‘to. public institutions for the mentally retarded are ‘readmissions: 

(the petardad are choses oh have. been def ined as having stgaitieane ; 

subaverage general intellectual functioning, which BAR ENATSE) ae 
ihe sevetopmentel period (between conception: and ae 18), and whieh 
ae is anboetiated with impairment in adaptive behavior)! . z : 

- Mental institutions and nursing homes: frequently provide ieee duties 

and benefits. aHowever, two factors have tempered the attraction toward 

institutionalization. First, are social concerns. Although residence in 
merital fivstitutions and pubesne hanes frequently provides essential care and 


benefita, it alse can lead to depersonalization and dehumanization. ‘Evidence 


indicates that when given a choice, audividiale overwhelmingly prefer to stay 


+x 


nitusugs Indeed, the United States Supreme Court, in a landmark decision 


4 


- 


4y,8., Senate, Subcommittee on Long Term Care, loc.. cit. 
¥ 


& . 
#y 685, Comptroller General, Returning the Mentally Disabled to the Fonman hey: 
Government Needs To Do More; Report to the Congress. (General Accounting Office 
Washington, D.C.), January, 7, 1977, HRD-76-152. oe . 


4. Blekner, "Social Work and Family Relationships in Later Life with Some 
Thought on Filial Maturity," Social Structure and the Family: Generational 
Relations, eds. E. Shanus and G. F. Streib, (Englewood Cliffs, NJ: Frentice- 
Hall, 1965). — 

Oy. S. Riley and’A. Toner (eds. A in and Society, Vol. 1 of An Inventory 
of Research Findings: (N. Y. Russéll Sage Soandation, 1568). 


"Wilitee-6s Be 1, "Community Care for the Elderly: An Alternatfve to 


“Institutional ization,” Gerontologist, Autumn 1973, Part I, 13(3), pp. 349-354. 
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has ruled that mentally disabled persons have a right to live in the least 
' restrictive environment appropriate to their visada.” Second, the evidence 
clearly shows. that institut ionalization is costly and is becoming : increasingly 
more re The costs of long-term institutional care eee for primarily 
t by public tax money runs into billions of dollare.2° 
These concerns have PRES government and communities to intervene in the 
interests of consumers and nakioite in long-term care institutions, not ‘only 
to siperada the quality of care in institutions, but to look for alternatives 


\ to institutional care for those capable of using such glternatives. tt 


ee i 3 


. 4 


Bdnaldson v. O'Connor, 422 U.S. 563 (1975). 


oNaricy E. Abel, "Daytime Care Lets People Stay Home at Night," Modern Health 
Care,\6 (1) 23-28, July 1976. ; 


tO seh Senate, Subcommittee on Long Term Care. 
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DEINSTITUTIONALIZATION: THE MAJOR ISSUES 


od 
"Deinstitutionalization" has become the popular expression to convey the 


notion of alternatives to institutionalization. Deinstitutionalization is | 


. 


here defined as: . Be ie 


ania: unnecessary stuiseton to aid retention ti institutions (nursing 
homes and ental institutions) by: : 
* Finding aed developing appropriate alternatives in the community for 
* housing, treatment, rehabilitation, and education of the mentally 
eigabied and eitebty who do not need to be jnstitucionaidead: 
* Finding the least réstricfive environment for each individual. 
In each culture, people deeeiod their’own way “for caring for those who do 


ra c \ 


not need to be institutionalized. -In numerous instances, however, the 


problems connected with alternatives to institutionalization have resulted 


from a failure to understand what public or social function an alternative 


. . ese 
-is intended to perform. The basic, beginning steps are to answer the 


following questions: ; F 

1. Who is to be served? | a 

2. “What major function is the Aiterultiee to serve--public safety, 

custodial care, or eeatuaut and rehabilitation? : 

Issues related to deinstitutionalization are complex but may be seen 
to fall into seven major groupings: 

* Selection of patients for community care 

* Treatment and quality of life 

* Community resistance “as fos 


* Effects on significant others 


8 Ll] F 


* Financial issues = - ae 4 ee s. 
* Legal issues ‘ > -, es : . ne 


* Evaluation 


oe § 
.I. Selection of Patients for Community Care 
A. Who's Chosen? Andon What Basie? . a 


In the past, there has been a tendency to shy away from viaciig 

| or treating severe and/or chronically 111 persons in the community. 

One Seadon for this has been the prevalent belief that if these 

individuals were to live in the count ey they could possibly become 

a high risk to themselves as well,as to health care providers. These 

individuals have also been ignored in part because they are viewed by 

professional community cine takers, as-well as society in gniasel:; as 

an undesirable or less rewarding "clientele," and because the community- 
based mboyices needed for treating them are lacking. 

iypteatis, foe means of determining whether an (haciaaay should 

leave an institution are varied. In many cases the professional (s) 
treating the individual makes the decision. Sivadee: in the last few 
years the decision process has generally involved both the client and 
the professional, thus giving people an opportunity to ‘advocate foe. 
themselves. Some institutions go so far ato rely on still another 
group--"significant others" (which include the parents siaiey other 
persons in the client's life)--to have a major input into-the 


f 


11, A. Kirk and M. E. Therrien, "Community Mental Health Myths and the 
Fate of Former Hospitalized Patients," Psychiatry, 38:209-217, August 1975. 


¥deeinions : ; ‘. ee : . | ; 


Related to the question of criteria for selecting vitlaneal ne 

i clients for community care are questions eonderning’who decides on 4 
the range and sacunt of services provided and the frequency of , . 7. es 
review on the needs for the -addition and elimination of services.-> ‘ 


B. Preparation of. Tnatttuttonatiy, Released Patients for Life in the 
Community 


‘ 


Investigators have concluded that in ‘the past there jue been 
a ce of proRrene designed to ‘previde: discharged esiotionally disturbed » : 


patients with the practical skills bess food ‘preparation, budgeting) 
14-15 ' 


by needed to Aiantina in an ordinary community. 
Because of the eoatiteedne and powerful emotions deperienced 

“pafore leaving an snebitiedon, ‘individuals must understand what is 
ct “happening, hee they. are going, and what’to expect wien they get 
he there. They must: have bese acquiring skills and attitudes which 


“ t 7 ; foster social and economic independence. !® 


12) ward Burling et al. Preinstitutionalization in Oregon —- A Review of 
Sciences Within the Human Resources System: (Salem, Oregon: Oregon Department 
of Human Recources, 1975). E S < ; 


13y, S. Senate, Special Committee ‘on Aging, Alternatives. to Nursing Home bare’ 
A Proposal, Stock No. 5270-1248, (Washington: U.S. Government Print Office, 
Ucrober 1971). ‘ 


‘lay, s, Anthony et al. "Efficacy of’ Psychiatric Rehabilitation," Paychological 
Bulletin, 78:447-456, December, 1972. 


15. 


D. M. Plage and S.:Weiner, Reentering the Community: A Pilot Study of 
Mentall I1]1 Patients Discharged from Ha a State Hospital (Menlo Park, CA: 


Stanford Research Inst., June, 1974). = 
: & 5 
16, . A. Roth, "The. Public Howpitel) Refuge for Damaged Humans," Where- 
Medicine Fails, tes A. L. Strauss (Chicago: Aldine Publishing Co.,/ 1970). 
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". | II. Treatment _and Quality of Life Oe - : “ 


. a 


a ee A. Range of Sérvices : eS oY B 
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International Journal of Mental Health, 3 (2-3), 18-34, 


19 


no place to stay. 


. Harry Gottesfeld, "Alternatives to Psychiatric Hospitalization, 
Community Mental Health Review, January/February, 1976, ‘1(1), 1-10. 


It: has been, augneates that a major” readon for : ‘the. extetence of. 
’ 


long-term facilities 1s\that they can house: ‘tia whom aosteey ‘ine 


labeled "deviant" or can become a "hone" to those who, simply “have . 


17-18 . bg fee a 8 eo 


f 


_ Successful alenenstives to hospitalization on a SounEy etek ., 
paste can a; and have a developed:!9 never ‘the major 


pigblem is a lack of knowledge about what constitutes effective 


and inexpensive community-based care and txeatment, and the 


economic and managerial systems to make such care possible. 


Accesstbility of Services 


Provision of a service does not /shaxentes its use by. those in 


weed of the devine. Oncé the person leaves the institution or is. 


at the risk of deing \ admitted to one, there is the matter of 
educating the client and the public regarding the significant ~ 


role of :community support programs. It has been suggested that 


“the use of community care programs could be increased through 


concentrated effort to educate people about the services and 


e 


. \ ° . r . ‘ 
Talcott Parsons, The Social System (New York: Free Press, 1951).. a 


¥ 


74. ‘ 


S. Feldman, "Community Mental Health Center: A 7s Later," 


benefits Of: home health caeese” Ignorance about whom to call’ 4s 


onren the reaort people fail to use. available. ‘services. Educational | 


. | prograns which destribe home health services accese{bility and are ‘ 
aimed at the professional medical community are eis0 needed,“ 
fw 
{ Utilization is also related to location and travel costs to 


wake a trip to the service site, hours of operation; waiting time 
for the service, and affordability. Indiréct costs (such as loss 
of time Feo work and babysitting fee) also have a bearing on - 
whether the offered ee is accesible: oa 
Still another barrier to use is Jnnenstetntey to the beliefs 
and practices of special populations such as éthnic minorities, the 
_ elderly, or rural reaidentw. For exanple: | = Fp 


Symptoms of mental illness in a rural situation which 
reach the mental health worker are frequently much more 
gross and would usually be considered much more severe 
than those observed in a more highly sophisticated social 
$ unit. This is because of the prevalent att{tude that 
; people living in a rural condition must be "very, very 
crazy" before they can receive attention from fhe network 
of interpersonal attendants surrounding them. . 


20 8 Rs cg ; 
U.S., Department | of Health, Education and Welfare, Characteristics 
of Persons with Chronic Acti ity Limitation: United States - 1974, Vital 
‘Health Statistics Series 10, Number 2, DHEW Publication No. (HRS) 77-1539 
(Washington: DiS; Government Printing, Office, October, 1976). ‘ , 


21 ° 
Beas Wash "Making Use of Home Care Services," Geriatrics 29 (9), 
140, September, 1974. 


22Ned Tranel, "Rural Program Development," The Practice of Community 
Mental Health, ed. Henry Greenbaum,* (Boston: Little, Brown, and Co.,-1970). 
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; C. Coordination of Services ; . 
. %~ au F ; . « 4 Fy cs My j . : s 
- i‘ , Deinstitutionalized persons usually require the services of 


t 


more than one human service ‘agency.. A fundamental issue is: the 


coordination and sharing of responsibility for mutual.clients. 
Whether a person "falls between the slots" when needing support 
services from several sources depends upon the interorganizatioral 
ioe 


@revationships, agency objectives, the d 
4 ' 


of conflict and- 


communication between the agencies, and the role of the political 
23 


¥ 


» and governmental actors when controlling agency purse stringg. 


One: approach to coordination is to have a single agency or 


person (such as a social worker) acting as sole agent.or advocate 


‘for the patient or having primary pehveinneuny for seeing that 
his/her many needs are adequately mete” .Another approach is to 
have service agenictes cooperate in overlap-—-a process in which two 
or'more systems come together at the same time to implement a plan 


for a client. BD Ss 
When a client is leaving the institutional system to 
j move to a local community system, overlap is the meshing 
© of needed services to be provided to a given client so that 
‘ his or her movement between the systems will be a smooth 
one. At this time, everyone (the clidéne, significant others, 
professionals, etc.) has the opportunity to. give his/her 
! input as to the varioug pieces of the support plan. Each 
part involved in the plan leaves understanding what roles 
they will play in the person's community system. 


‘ 


a M. Held, "Mental Health in the Rural Community," Human Services 
in Rural Environment, 1 (2), 3-8, July, ‘1976. 
24 
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.- Dit Quality of Care + et oe eae ae ee 
The iséue of quality care is continual ly ‘re-emerging. The . 


bee - ‘ve usual questions are whether health and welfabe.services are ‘ , 


appropriate and acceptable to the needs of the ‘client, and whether 
. they are effective and efficient. In short, Je the expected benefit 
achieved at a reasonablt cost and in an acceptable er) However, 
hidden behind these obvious questions are more subtle considerations. 
Quality is a relative matter depending upon: (1) who is asked to : 
define ale when,’ (2) the level-of technology, and (3) the 
commitment if eanautada .In addition, Picdanental value issues 
about whether care is a right or a privilege and whether it should 
‘ be ‘seiindty adsawthieed one ‘distributed according to need have yet to 
his vedavad in our societyr~ The hard fact remains that at the . 
beginning of this’century the limits to she lavcsindan of care 
; were primarily knowledge and technology. ti the decade of the 
| 70s the limit is resources. We know more and can do far more than 
existing resources will allow. As a result, some are deirived of 
services aid for some quality is lower. This is seen in eidetoue 
on range of services, inaccessibility, fragmentation, and the like. 
The fundamental questions are who will receive services, who will 
be deprived of services, and ‘on what basis will these decisions be 
made and by sitions a as 
III. Community Resistance 
Our society has difficulty in dealing with ch een of the — 


disabled and inform elderly in the community. Bases for opposition 


- 


/ 


a ay 


aa es e | ftom unfounded beliefs that their disability is contagious to” 


hg a g hie moré legitimate concerns ehet concentrations of these types ‘of 


BP) Chace . individuals may either aon to diminished real estate values and’téx. 3.0 1° 


‘ 


base, or that they may Pose threats to others. The release of: 
"act "misbehaved," or "undesirable" Gensite into the 

comunity,s te typically not uieouer: . | : 
a ie At sia toca and. of the scale is the discussion encountered Te 


when consideration is ii to closing a hospital or nureing home. 


_ Forces commonly encountered include: ; " 
t : P NN 


+s = 1. Resistance by institutional ici uaa Concern finiens only 
’ ae ‘partly around the protection > jobs. Staff morale may 
decline which in turn could abteet the quality of patient 
care provided during the period when the institution is 


" preparing to'close. Frequently, there is also real concern 


| 

| 

4 

! 

| 

| for the neha of patients and ambivalence about the ability : 
| of patients to live in the community. 

| 

{ 


¢. 2. Resistance of patfents and families. Patients may respond . 


\ bf | - 


with vorvandiag illness and family. menbers may fear the 


burden of caring for the older or emotionally disturbed 


* 


person at home. 


3. Resistance by agencies who may serve patients. Resentment 


“may emerge over the prospect of receiving chronic patients 


26 


° with "low rehabilitation" potential. Frequently community 


= 


: : x 
28 acta ds. Bachrach, Deinstitutionalization: An Analytical Review and 


Sociological Perspective. DHEW Alcohol, Drug Abuse, and Mental Health 
he Administration, Stock No. 017-024=00530-4, (Washington: U.S. Government 
Printing Office, 1976). . 


= - IV. 


. 9 ee m4 . mR dig 
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eae 7 7 

& te * ~~’ a 


agencies are already over-extended and underbudgeted and ‘the 


eo? as 


if e\ 


. prospedt of an palarants caseload ‘is not encouraging. 


Effects’ on Significant Others —_ . . dl ia a 


¥ 


otis crises may emerge in the lives*of those families: and 

friends who "become responsible for the care and rehabilitation of a 
_ mentally disabled or elde®ly person. The individual's presence ‘hay 
‘hat severe emotional, mortal, and economic strajns on the attending 
Cuniis, A pedink can be, reached when it has to ‘be decided whose rights 
‘will take precedence. In fact, there is evidence that families do not 
"dump" relatives into jantheutivng but rather care for them as long 

as they sien cope. Community support services must also deal, then, 
with the needs of these family members, too. 

Financial Issues 

A. Cost ; 

. The data required to make accurate cost assessments of 
community care which has a positive effect on health (such: as 
improved heal th status) are not available. In-short, no one 
really knows the "hidden" costs of etnies care and how they 
eoupare with the costs of institutionalization, Some of the 
"hidden expenses" of community care are the costs. incurred by 
agencies in soitie with the wentaliy disabled or inform elderly-- 


such as emergency rooms, police, courts, tes” Indeed, community= 


ri i ‘ 
based care may not be as inexpensive as many once believed, 
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ebpecially if. the complete array of needed «0d appropriate oF 
services is provided. Whereas the state and federal governments : 
- typically absorb an financial costs eeeciianed with i aaa , 
2 ee many ‘of these direct and. indirect costs shift to local ‘government 
with commuhity-baaed care aad as a result many communities are not 
wee eager to absorb these caukis - - ft 
B. Third Party Payments at = . oe 
insarance company and government payments, e.g-, Medicare 
and ee are another impediment to greater use of communi ty- 
wanes support services Current third party reimbursement , 
colictes eneeoedue hospitalization rather than outpatient or 
home health are?” Another problem is that frequently third i * 
party insurers have defined home health cate as a rehabilitation 
prdgram—-vith the implicit expectation that all patients/clients 
‘will improve. This type of policy make tt difficult to continue 
providing home health care to certain permine who! might not be 
dipacted be improve., It also excludes preventive services from 
home care. In the sii these types of policies discourage the 
delivery of comprehensive care. Many providers simply provide 
those services that are ceiaburaaiin 
| Not only is the excessive paperwork required by third party 


payors for reimbursement a problem; long delays in payment and 


reimbursement rates below actual cost further aggravate the 


/ 
285, Bermon and Morris Ostroff, "Care for 'the Homebound Aged," Annals of 
Internal Medtcine, 82 (5), pp. 717-8, May, 1975. 
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_ situation. Agencies need to learn how.to use third party Rayments 
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° efficiently and effectively. ae ore ae eS | 
VI, Legal Issues - ge ee ci a ey Piha 
(Ae Righte of Treatment and Education) x. 


The courts have made a host of decteions regarding the rights - ew 
of the mentally disabled, including declarations on the rights of 


treatment, protection, decent living conditions, ‘exercise, and | 


by a court 
‘ae 


yy * 44 . at . id 
public education, Even tf an individual {s declared 
of law as being incompetent, ‘he or she will ‘have these rights. 


Some communities’ find they have to.spend, additional monies td provide 


the necessary treatment for the disabled in publicly run ‘institutions 


(hospitals, nursing homes, schools, med” Ms Se 
B. Dtagnosis and Prognosis 
The state of the art is such that we do not have accurate and 

' reliable criteria for determining mental illness or dangecouaness<*” 
This shortcoming makes it very difficult to determine who belongs 
‘in the community and who belongs in the hospital for emotional 
disturbances. } 

VII. Evaluation 


What kind of impact or outcome have’ the community support services 


had? “Did the client's physical and/or emotional functioning improve or 


* 
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decline? What factors were related to improvement? Evaluating 


Bruce Ennis and Loren Siegel, The Rights of Mental Patients, (New York: 


Avon Books, 1973). 
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: 
Leonard P. Ullman and-Leonard Krasner, A Psychological Approach to 


Abnormal Behavior, (New York: Prentice Hall, 1969). 
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| fs 
cbamunity aUPPREE eae is frequently difficult to do becquse of 


limited finda, However, 'rigé rous evaluation 1s. evietal in order to 


‘ 
. 


know where and cor ‘public’ monies are ‘eenk, but even ‘more important; - 
in order to assess-ways to improve individual health status and health 
services. Findings from such evaluations will enable other communities 


to benefit. Thus, those responsible for initiating and administering 


alternatives to institutionalization have a professional and social. )...: ." 


\ se 
obligation to evaluate their Program the best way they can and to make 


known vhat gs have done. 


£2 


Community Mental Health Process, (Chicago: Northeastern University, November 
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oem APPROACHES TO COMMUNITY CARE iis 


‘ 


. “Community ' care e services are ieieass to maximize “Beesnenerat choice , ; oo 


for the mentally disabled and elderly. The goals of “aieh services are to 


« / . 


; (a) decrease inappropriate institutionalization, (b) extend as-much as 


possible the capacity of the elderly and disabled to function in the housing 
and neighborhoods of their peatavaine: and (c) provide access to appropriate 
services, including institutions as needed. 

While no universally agreed-upon guidelines exist, the programs high- 
lighted in Figure 1, and briefly described below, are considered as typical - 
components to community care services for the elderly and emotionally 
disabled. *- Services vary according to their sponsorship, organization, 
source of finanéing, and service delivery pattern. Because the elderly i 
emotionally disturbed commonly have multiple problems (health, aeenvate, social, 
etc.) they frequently receive services from many sources. Therefore, it is 7 : . 


essential, regardless of the administrative structures used to deliver the 


services, that communication, flexibility, and continuity of care prevail so 


that the range of services delivered to an individual are eoordinatads 
i, 
3lay excellent work, which covers among other things the objectives of us 


each desirable service component for long-term care alternatives for the : 
elderly is the North Puget Sound Health Council's Long-Term Care Alternatives: 


A Development Guide for Services for Senior Stpseens, Mont Vernon, WA: North 
Puget Sound Health Council, November, 1976). 


325. Van Dyke and V. Brown, "Organized Home Care: An Alternative to 
Institutions," Inquiry 9 (2), 3-16, June, 1972. 


33narold M. Visotsky and Barbara A. Kay, Deinstitutionalization: A 


19, 1975). 
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* INGREDIE STOA comet SUPPORT stn FOR THE 
ie EROTIOMILY, DISABLED AND ELDERLY 


HOME DELIVERED SERVICE 
n~ 


Home Care 


Health Maintenance | 
Homemakér Health Aids | 
Home Delivered Meals | 
Chore Services’ | 


Transportation 
sitsraation and Referral 


‘Information 
Advice ” 
Outreach 
Referral 
Crisis Line - 


Telephone Reassurance 


Friendly Visitor 


|: 


2Y 


> & SETTING: SERVICE FOCUS 


Outpatient Car’ 
' 


24-Hour Acute Crisis Care 


Hospital Baséd Outpatient Care 
Mini-Mental Health Center 
Commusity Mental Health Center 
Day Care Senter: : 


peas: Sappareive Services 


Congregate Meals Program ” 
Employment Services 

Legal Aid *" 

Health Screening 

Recreation and Socialization — 
Support Groups 


* Domiciliary Care 


Foster Home 
Half Way House 
Residential Hotels — 


Boarding Home or Rooming House 


_ 


“Ty ‘Home Delivered Service Focus _ 


As Home Care ae ie a er shite) * af 


x 7 . a ’ 


“a 


Home care refers’ to a set vation of health ‘treatment and. 


social yeitves provided in the jicais, ‘The goal of hone care is to 


prevent, support, or improve che auaidey of life *er individuals or 


’ 


_ families when nee and safety are threatened, tthe by si ac 


“ or dhavivoteieaectiee duration or; iby’ ‘enotionaly crises or by a 


atl 


combination of these. Whereas medical eare services are provided 


with food shopping, meal preparation, ‘laundry, dressing, personal 


* care, etc. Although th 


available by an organized home h 


A 


under a hone care arrangenent, the det ieeded services to the aged 


and disabled. are intermittent home helpers who provide susietance 


34 been.instances where hospitals 


agency which uses employed 


staff and contractual arrangements with other agencies to deliver 


needed services. 


1. 


a 
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Health Maintenance. This involves delivery of medical-related 


services (including eqntoaent and supplies) which are designed 
to maintain, or if possible promote, an acceptable standard of 
personal’ health caré to individuals living at home or confined 
there. Frequently, these services can cut down on hospitalization 


by the early detection and treatment of the problem(s). Essential 


‘ 


Special Committee on Aging, Alternatives. 


. 


’ 
8. 
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ot 
ae 


services are those provided by registered nurses, physical Pig 
therapists, speech therapists, nutritionists, sacle workers, - 
decupatioudl therapists, and homemaker health aide aia paleels 
In most instances health maintenance. services are dalivered. 
under the direction of ; or in consultation with, a physician 
or registered nurse. otttér: services which are considered 
eo . essential but which are typically arranged for by the home 
health agency and facilitated by the availability of patient 
Fe -teananorkatien services are siAisiowend:, dental, lgboratory, 
‘epthalusioeivel, medical, B sextetes pvosthetie/avthousdie, 
respiratory heen, and X-ray services.”> ; . Ri: 
2. Honendher Hadith Aide. Services are provided principally by 
a Secunia tual aunt haubextar to assist individuals or Fanilics 
‘ with tasks related to daily personal aintendane such as grooming, 


dvensines meal preparation, and housecleaning, and care of 
children. °° | “Se 
3. Home-Delivered Meals.s Food which may ae may not be prepared 
‘ under a registered dietician's supervision is delivered regularly 


to individuals unable to prepare their own meals or to atterd 


congregate meal progr s (see congregate meals program below). 


“es 


3>yational League for Nursing, Proposed Model for the Delivery of Home 
Health Services, (New York: National League for Nursing, 19%). 


36the National Council for Homemaker-Home Health Aide Services estimates 


A that one home service worker its needed for every 1,000 Americans under age 65 
“SN _ and one worker for every 100 aged 65 and over. See Anne R. Somers and Florene 
M. Moore, "Homemaker Services: Option for the Elderly," Public Health Reports, 
91 (4), 354-359, July-August, 1976. , j 


rt : e . ” 
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4. Chore Services. ‘These. wereites are deatanbd to maintain or 


‘3 “upgrade the physical structure- in which he individual lives.’ 
’ : 4 
Examples o£ these services are? vinterproofing, carpeting, | 


$e 
ane 


securing -of nandratte and steps,. lawn - naintenance, and to help 


“4 


; | with minor chores: mosh as changing Light pus, washers in: ‘the 
‘ . faucets, etc. : “ff f | 
re | “+5, Transportation Service. A wiole ost of approaches to 
be 3 Argoapdrtation services have been fried. These include: ‘mass 
. we ee transit fixed roti reduced Hare approach for the elderly 
f - | : von , viding mass bianedées transportation SCOP ENSESVEE operated ore 
private or senior citizens groups, eubsidized ‘use of aaa une: 


a oe of school buses during off~school hours, and special buses 
ne. 


{. 


a ; age _. supplied, without charge, by merchants: offering transportation. : oo “. 
to shopping centers. Other ‘experiments have dealt with Providing ‘ 
transportation to the impaired from their home to some point. and 

‘back’ to their home again for trip purposes limited | to essential ~ 
needs=-such aa ti a supermarket, physician's office, clinic, or ; re 

' other needed health and social ena dec This. typs of aunea. 
‘han also been delivered through ‘the. use of station wagons or . 
small buses provided by health and sented agenetes transporting 

arma eal ~selected-clientele; ~and.-. by-volunteer-operated-trangportations.,—— 

Be Information and Referral i a 

ein | a The services provided under this umbrella can range from the - . ; a 


simpTeea_the complex. “Some are commonly provided by volunteers while 


ie x others necessitate delivery by social workers or psychologists. This . 


* : a 


aie. = typeof service can be subdivided to include one, some, or all of 


mn eS 


l. 


p 


3. 


Ks 


oy ‘ie, 


6. 


a oe ae 
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Information This service involves” anovering questions’ of a 


s 


: general nature SaRESTOanE progran/service availability. 


Advice. Individualized interpretation is provided on how a 


' 
"w 


given program may be applied to an individual; for instance, 
after determining the eligibil@ty of the. person for a specific 


service,. the suggestion is made that he/she seek. that aaa cag ‘ 


program or services : a . 


. 


Outreach. This includes search-and-find activities. which seek , 
out and identify hard-to-reach individuals and assist them in. 


gaining adtess ‘to needed services. 


Referral. This is: a specific form of advice involving the 


suggestion that the.person believed to be in need of the service 


or information go to a specific agency or facility. It,is not 
unusual for the individual. making this suggestion to set up an 


initial appointment or send a background report to the referral 


. 
“ 


agency. 
Crisis-Line. A crisis line provides counseling over the phone 
in times of emergencies or crisis. 
Telephone Reassurance. This involves friendly "chats," which 
may be initiated by the ine BEgsaene and/or: ehe telephone 
reassurance Gperakors In the latter ees 1438 ‘not uncommon 


for euch calls to be routinely scheduled for one time of day 


in order to "check-in" with an individual. If the call goes 


unanswered, a: follow-up cnietiye is undertaken. 
’ ‘ 
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“49 L 
ie a . ‘ 
I Friendly Visitor. This service is similar to telephone oa os F 
reassurance. Routinely, an individual (such as a neighbor , 
ae oe or. visiting nurse), in order to help. reduce dadavida; "stops 
in" ‘ someone's eautdncnee Such a visitor may observe the . - 


' need for a variety of other services in the home served, Thus, me 
- close Sieg deerientle evolve with information and referral | 
services. | 
Just about all the home delivered services may be provided by, 
either a formal or informal (e.g., family member or friend) resource. 
II. Group Setting Focus / | < 
‘A. Outpatient Care . —— = SS Fe 
1. 24-Hour Acute Crisis Care, Some hospitals and community mental 
health centers (described below) have established a small mmber 
-of short-term beds for individials experiencing an emotional | 
crisis or emergency. It is believed that the use of this sort 


of unit plays an important part in preventing prolonged - 
‘ i 
37-38 


’ 


hospitalization. 
2. Hospital-Based Outpatient Care. One model for hospital-based 
outpatient care is the After-Care Program, the first hospital- 


based ‘beet program, designed by Montefiore Hoepital.”? 


———— — a vs - cea 
37p Ruiz 2 and G. Saiger, “Partial ‘Gupitalteation within. an a Urban. Slum," 


American Journal of Psychiatry, 24 Ms 467-472, 1973. 


I. 38, L. Pearlman et-al. "An Acute Treatment Unit in a Psychiatric 


peengendy Service," Hospital and Community Peychiatry, 24 (7), 489-491, 1973... 


tsadore. Rosiean, "arebrnatives to: Institutional rial Bull N.Y. Acad. ° 
Med. 49 (12), 1084-1092, pecemers 1973. 
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Several individuals with a similar disorder are transported to 
"the hospital for a Pew iva each day. While at the facility 
. they receive cigvlent, Siosecanels wed recreational iacusiaes 
; and if needed, have access to care delivered by physicians, 

nurses, and social workers. This alternative is more ohak 
effective, when compared to a home-care program, in cases 
where the individual ds not too sick to be Peaiepovted to the | 
outpatient facti@ey. . For instance, the Montefiore Hospital 
\, schedules a physicial therapiat on a home-care program for six. 


P 
In contrast, six patients can 


patient “visits per working day. 
be treated at the hospital's physical therapy department by the 
same physical. therapist, plus an aide, in one hour's time. 

3. Mini-Mental Health Center, eer this type of program, a 
single hospital sets'up a mini-mental health center to provide 
multiple services including inpatient and SHRPRC TARE services, 
partial eter resreuns and sometimes home eesti Frequently 

the same treatment team continually serves the patient as the 

individual moves from an inpatient to an outpatient status."o*2 


4. Community Mental Health Center (CMHC). 


The Centers program was 
established by Congress in 963. Centers, in order to receive 


‘i 


40, R.A. May, 


“the Needs," Hospital and Gomanity Psychiatry, 26 (9), 599-601, 1975. 
Al 


"Adopting New Models for Continuity of Care: What Are 


E. Johnson et al. “adopting New Models of. Continuity of Care: The 
Ward as.a Mini-Mental Health Center," Hospital and Comoiintt Psychiatry, 
24 (10), 675-679, 1975. ‘ 
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federal grant dollars, must develop a full range of accessible 
mental health services, or ensure that such services ae | 
available in the community through other agencies which affiliate 

. and cooperate with the CMHC. These services include emergency 
and ‘early intervention ‘services, outpatient “ite, transitional 
living arrangements, 24-hour inpatient services, and consultation 
services to mene service agenciés (such as schools, police, 
welfare depattacaes; and health care oroviders) on how to 


(a) deal with emotional problems and (b) refer individuals in 
; ) 


need of treatment to the CMHC. CMHCs have. had a dramatic effect ( 


on providing alternative community services for individuals 

who might otherwise have been institutionalized. In 1973, these 
centers treated 25 percent of all =r health care episodes.” 

5. Day Hospital. Day hospitals are relatively new on the American 


scene. These are facilities providing therapy, predominant ly 


physical rehabilitation and physical maintenance therapies. ® 


Follow-up studies of rehabilitated geriatric patients show a 
relapse rate of close to 75 percent in the year after hospital- 
discharge.” This in occur because of a complete loss of 
hospital icpaie upon discharge. Observers feel. that day : 

_ ; ‘ 


Lovetirteavan 


, 


4258.5 Congress House, Subcommittee on Health and the Environment of the 
Committee on Interstate and Foreign Commerce, National Health Insurance: 
Major Issues, Vol. II, Serial No. 94-90 (Washington: U.S, Government Printing 
Office, 1976). é 


439, K. Timm, "Rehabilitation - to What?," Journal of the American 
Geriatrics Society, 15 (709-716), 1967. 
5 | 
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hospitals would help reduce this problem, especially if’ psychiatric 
care was provided." dak day hospitals provide psychiatric care. - 
Whether or not peychiatric or nonpsychiatric care is wrovtdeds 

past experience indicates that most Hay soups are runonea - 

. bmall-scale basis (between 30 to 50 patients daily) and that the . 
average patient uses the day hospital only once a week for a short - 
period of time (4 to 8 heures A midday meal is provided, and 
when the patient is not involved in treatment, (s)he is provided ° 

with social and recreational activities. Custodial care is not | . 
provided at night. Z 

6. Day Care Center. As is true with the definition of a day hospital, « 
there is no total agreement over what constitutes a day care 
center. Day care centers frequently provide woeidl facilities, 
a midday meal, and a een of amenities such as hairdressing, 
bathing, chiropody, atte and crafts, and sheltered workshops. 
Typically, transportation to and from the center also is provided. 
Depending upon who one reads, day date centers are or are not 
part of a hospital's services; its staff does or does not 
include doctors, Buraae and therapists; and medical SOV ERLE EET TOS 
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‘ or treatment is or is not provided. The day care center fa” 
; 4 


44) vid R. Matlack, songs Case for Geriatric be Hospitals," Gerontologist, TS] 


15 (2), 109-113, April, 1975. 


455. ¢. Brocklehurst, "Geriatric Services and.the Day oy anes” ed. J. 


C. Brocklehurst, Textbook of Geriatric Medicine and Gerontology, (Edinburgh: 
Churchill Livingstone, 1973). . 


46p1 cise Rathbone and Julia Levenson, "Impact of Socialization Therapy in 
a Geriatric Day Care Setting," The Gerontologist 15 (4), 338-342, August, 1975. 
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ag ‘primarily a social program for the frail, moderately handicapped, 

V 
bi or slightly confused person who needs care during the day for 

some part of the week either because (s)he lives alone and cannot 


manage on his/her own, or because his/her family needs relief at 


times in order to keep him/her at home. 47 
2. 


. The goal of a day care 
.§ : 


program is to meet the health maintenance and restoration needs 


e 


of participants. These programs also have a socdalisation element, 
' helping individuals overcome the isolation associated with 
disability and aging. Some day care centers also arrange for 
home nursing and shopping services when indicated. *° ay care 
centers may be feuttevedtos based, church based, or free standing. 
Ideally, the center should have linkage or access to health-related 
organizations. 
B. Ambulatory Supportive pee 
Ls Congregate Meals Program. Since the 60s Congress has funded 
the congregate feeding program for people age 60 and over (and 
their spouses), particularly for those with-low incomes, | 
minorities, and people who are scctetiy isolated. The intent 
of the program is to venmate better health through jupsoved 
i nutrition and through a reduction of the isolation of old age. 


In addition to meals, mandatéd supportive services include - 


47 


H. Padula, Developing Day Care and Older People. Senior Opportunities 
‘and Services, Terminal Assistance Sonderiah #11 (Washington: National Council 
on Aging, 1977) 


48) seman 
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‘recreation, health and velfare counseling, putes eton education, 


transportation to the aia site, inforsttion and referral, and 


- 


3 


an putreach component to locate persons most in need. mh . 
Employment Services. Individuals are provided information about 
available job opportunities and siaparatory counseling for. 
referral to. prospective euployers. 

Legal Aid. These services provide legal advice and counseling; 
as well as ombudsman or advocacy services—bringing the concerns 


and needs of the elderly and mentally disabled before the public 


4 ‘i 
and/or appropriate authorities. Advocacy works toward the 


passage of pertinent legislation as well as the alleviation of 
injustice. 

Health Screening. “These services identify individual health 
problems. The screens are typically performed by voluntary ‘health 
organizations or public health departments in local health offices, 
senior centers, oe ether settings. Usually, detected problems 

are interpreted to the person concerned, and resources are 
recommended to correct the problem(s). 

Recreation and Socialization. Recreation services aim to foster 


the health and social well-being of individuals through 


satisfying use ae. leisure time. Hosts of RECREELLOR -SELYIRES 5 


are varied and Santali public gecreatton denactueute, public 

schools, universities (through their adult education efforts), a 
libraries, and Congregate Meals Programs. In addition, dhave 

are senior centers. A senior center is a physical facility open 


to senior citizens the year around, at least five days a week 


: 84 
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‘a four hours a day, operated by a public agency ‘(OsBvs ; 
school, recreation agency) or nonprofit private agency ies 

church). It provides, under the direction of paid professional 
leadership, three or more of the following services: recreation, 
‘adult’ education, health services, coungeling,, information and | 
referral, and opportunities for community and ‘volunteer service,” 
Senior centers have been developed in conjunction sith a.day care 
center and extended care facilities. ' 


. 6. Support Groups. /These programs concentrate on helping older 


serdons who are living in the community to become less agitated 
and more communicative, to increase their independence and . - 
feelings of self-worth, and to utilize nvciitimewahvine skills 
in making new siieatabatas The primary goals of.support 
groups ‘pe (a) to present objective information about normal 
changes in old age and (b) to assist the individual develop 
more affective interpersonal skills to cope with these changes. 
C. Domiciliary or Supportive Living-Care Arrangements 
) These arrangements are for individuals who cannot carry out 
essential activities of daily living and, therefore, require care 


. te ‘ 
beyond that available in their own homes or in ordinary boarding 
‘ . i 


homes, but who require less than 24-hour medical and nursing care. 

‘ e v’ . 
“9 cubcommittee on Senior Citizens Centers, The Senior Center — Its Goals, : 
Functions and Programs, (Washington: President's Council on Aging, 1964). . 


503 ery] J. Petty et al. "Support Group for Elderly Persons in the 


Community,'’ Gerontologist, 15 (6) 522-528, December, 1975. 
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1. Foster Home Care. Foster homes are one of the oldest 
forms of care for the emotionally disturbed. It is used 
‘as an alternative to prolonged sia a criaa aati that is, 
the individuals entering foster ncaa have been discharged 
from a hospital. When it is deemed unwise to send a 
patient back to his/her own home because eh home setting 
is too stressful or the family fails to offer sipncrt, is 
, the individual is placed ina foster home. Foster homes 


are designed to assist in adjustment of those undergoing 


~~ 


physical deterioration, emotional problems, or convalescence.”= 


They-are also ised ott the placement of retarded individuals.’ 
Under a foster home arrangement a sponsor-fanily is paid 

by a welfare dapactneat to provide a custodial care setting 
for a "guest." At the same time the individual is receiving 
other types of services in the community-~such as vocational 
‘rehabilitation, physical therapy, etc. Professional 
supervision (usually by a social worker) of ‘the foster 

home resident varies.>“ | : 


2. Half-Way House. Halfway houses are relatively new in the 


United Stateg. Generally the facility is set up to serve 


ae Linn and Eugene M. Caffey, Jr., "Foster Placement for the 
Older Psychiatric Patient," Journal of Gerontology, 32 (3), 340-345, May, 1977. 


Syalter Alwin, "Adult Foster Care - An Alternative to Nursing Home Care > 
in Marathon County," 2nd Annual Northern Wisconsin Symposium on Human Services 


in the Rural Environment; Redder, edss David Bust and Julie Schmidt, (Milwaukee: 


University of Wisconsin-Extension, 1977), pp. 56-68. 
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the emotionally: disturbed, alcoholics, or the elderly. 

He 4 Most residents of peychiatric half-way houses enter the 
‘facility upon discharge from a hospital, whereas the prior 
residence ofa majority de -egtieate of half-way ae for 
alcoholics is the community. A wide variety of services, 

re) ’ ranging from counseling, vocational rehabilitation, job 

; ge. , placement, and recreation, ican be found in half-way iouseais 

: Some’ half-way houses for ‘she wautty are set up so older 

! _ People can either cook for themselves or, as an alternative, | 

go to a — dindag cons. ; | 3 

, 3. Residential Hotels. Hotels and apartment complexes which 

serve predominantly eh elderly have been labeled residential 

hotels. The two major categories of redidenttal hotels are 

(1) those which provide communal dining but no housekeeping 

services and (2) those which provide housekeeping services 

: but do not offer meal service. Some residential hotels. 

offer social programs for their guests. 

4. Boarding Home or Rooming House (includes apartment group living). 

By and large these facilities are operated by lay persons who 

2 : | "are seeking ways to supplement their income. Considerable 

' : seinen is found in cna wave these places are SRELALSS 

Sees are set up solely to deliver ick: eUathien: and 


shelter. In others, trained operators take part in patient 


r rehabilitation. 


_ and the uncertain quality of care in long-term institutions are sufficient 
a ote 


_ must evolve a comprehensive plan suited to its own population. Resources 


CONCLUSION =. 


The economic — of long-term institutionalization, the physical > 


social, and psychological costs -to those who have been institutionalized, e 


and compelling reasons to seek. alternative methods of caring for the mentally 
disabled’ and infirm elderly, and of helping them to care for themselves. ) 
But the road from Eacdgnteing the need for alternatives tb successfully ; | 
realizing them must be caved with something more than community concern . 
and good intentions. 

To design and implement effective alternatives to institutionalization, Ki 
a community must determine what its needs are and who is to be served. It 
to weet these needs may be found either in one's own community and/or by 
sharing services with neighboring ieee Sas 

A workable plan should address questions of how deinstitutionalization 
will occur and how community-based services will ‘be davtversa It also 
should make some provision for supportive services that atiow thoes who 
have been institutionalized to make the transition to living in the community 
and to thrive there. The qu@lity of the deinstitutionalized person's life 
in the community, the community's resistance to deinstitutionalization, and 
the-effect-on-the lives of significant others should all be assessed — 
5 eae in the planning effort, 

Thé best-designed plan will not amount to anything, however, if it is 


inconsistent with the financial resources at the community's disposal and 


what the community can realistically be expected to appropriate in money and 


‘energies for alternatives to institationaljzation, ‘For thié reason, ~ 


studies of a number of service alternatives are a clear necessity. <n 

the initial stages of planning, it is sian wine to build in a way to ; ; 
| evaluate how well the alternative services design is working after it is | 
implemented. Whether baryons are being delivered effectively and | 
| efficiently, whether additional services are needed, and whether existing a 
services should be discontinued, should be recurring questions. The scope 
. of existing community-based services has been suggested iu: the section on : 
approaches to community care. That section will not have fulfilled its 
purpose, however, if it leads the reader to be intimidated by the sheer : “~ 
variety of garvive options or to think it may be used indiscriminately 
as a shopping list for community health services. Again, the important 
consideration is, what is viable and sieceitare given the characteristics 
of the individual community? 5: a r 

Alternatives to inatltuttonaltsation have and will work where a- _ 


community has the advantage of self-knowledge, foresight, and careful 


planning. 
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SOME SUGGESTED READINGS. 


resident! 8 : Coueitsnion on Mental Hea} th, Report to the President’ éroa! the io 
Commission on Mental Health, Volumes I-IV (Washington, D.C.: U.S.- Govern- i < 
ment Printing Office, 1978), Stock No. 040-000-00390-8, ies re aa 3 ; 
i ai and OR0-000-00393-2: ° a - al \ ® a 


” Among other things. the report details a Naenery of alternative * od 
commisni ty ‘support services. rane eee pe Ang 


flational pedotuts Development Law Project, “Home Health: A Need You May Be 
site to © Fill," Economic Development Law Project ‘Report, May/June, 1978. 


Outlines the steps to the planning and develonsant ‘of home” health. 
services; ; plus identifies funding sources for such, services. 


es oe 
Norman, Alison. Transport and the Elderl -ipeablibe and Possible ‘Act Ny °, 
(London: National:Corporation for the Care of Old People). Available | 
from National Corporation for the Care of Old People, Nuffield. ae 


Regent's Park, London, NW1 4RS. 


Covers: (dis)advantages of different modes at travels various 
types of voluntary transport; and actions that can be taken through 
legislation, governmental departments,-loca] authorities, community” 
health councils, bus companies, and individuals to improve trans- 
portation for the elderly. a : a 
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